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1. PRQIECT BACKGROUND

The Dioceses of Ibarra and R obanba in partnership with CRS,
have inplemented a three-year child survival project in marginal
rural areas of the I|nbabura and Chi nborazo provinces of Ecuador.
This project received technical, financial and admnistrative
support from Catholic Relief Services and USAID. The inplenmentation
of this project started in October 1992. Both provinces were
selected due to their socio-economc indicators and per the request
of the Dioceses (see DIP. B.1).

A total population of 2,150 beneficiaries was served in both
Di oceses, representing nearly 82% of the target population (2,630
children under five years of age). The project has been carried out
in 87 conmmunities (72.5% of target communities) based on their
accessibility, poverty levels, participation of clergy, size of the
sites, and interest of local |eaders. These isolated sites were
also within the influence of a Mnistry of Health (MOH) health
unit, such that health services were nade available to the
communi ti es.

Forty-nine comunities were located within 1 1/2 hours from
Ibarra. An average of 30.8 families per comunity were served by
project pronoters and technicians. Mst of the comunities were
accessible by road year round, with a few exceptions in the wnter
rainy season. In Riobanba there were 38 communities |ocated 2 hours
(average) from thecity. The average nunber of famlies per
community was 21. Many of the communities were inaccessible by
vehicle during winter rains that |asted longer than in the Ibarra
Di ocese.

The project supported the inprovenent of health and nutrition
condi tions of its target population by reinforcing their
participation, encouraging self-care and sel f-managenent, carrying
out activities related to nutritional and health education, and
pronoting health services. These activities included: diarrheal

diseases and acute respiratory infections control, growt h
noni toring of chil dren, promotion of vacci nations  and
breastfeeding, and vitamin A deficiency control. The activities

also included a production/credit conponent which rotating funds
were delivered to Community Credit Conmttees.

The project objectives established in the DIP were nodified
following the recommendations of the DIP reviewers. The follow ng
obj ectives were eval uated:
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1) Reduce undernutrition rates for children under two years of
age by 8.6%

2) Ensure that 80% of the nothers of children under five years

of age know and practice correct treatnment when their
chil dren have di arrhea;

3) Ensure that 85% of children between 12 and 23 nonths are
totally inmunized;

4) Introduce an average of three nutritionally well balanced
products or three mnor animals into the famly's general

production system through direct credit and technical
assi st ance;

S) Ensure that 80% of the nothers of children under five years

of age <can identify the mjor synptons of pneunonia
(rapid/difficult breathing and subcostal indraw ng); and

6) Reduce the incidence of low birth weight by 10%, and ensure
an adequate weight gain in 98% of the children with nornal
birth weight.

2. PRQIECT EVALUATI ON

2.1 Eval uati on Goal

The overall goal of this evaluation is to assess the
ef fectiveness and sustainability of the project.

2.2 Met hodol ogy

The nethodol ogy used for this study is called "Evaluation
Research". This nmeans that a systematic evaluation of the
activities of the project nust be inplenented to determne the
ef fectiveness and sustainability of the project. The results of
this evaluation wll provide practitioners, adm ni strators,
trainers, and comunity nenbers with inportant infornation about
how well the project has met its goals and the needs of the
communities it serves. This information can then be used to support

deci sions about future inplenentation, funding and resource
al | ocati on.
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The evaluation research design begins by delineating a
specific blend of research techniques in order to collect and
analyze the data. -To attain naxinal internal wvalidity this
evaluation design used the sanme variables studied in forner
baseline and mdterm evaluations of this project. A quasi-
experinental design is adopted wth a comparison group studied
before the inplenmentation of the project (baseline evaluation), and

another group is studied at the end of the project inplenentation
(final evaluation).

2.3 Techni ques
2.3.1 Survey

A field survey was conducted in both D oceses to establish
the current status of child survival i ndi cators, the final
conditions of production/credit activities, and the conmunities
participation. To maintain accuracy of data and research validity,
a cluster sanple nmethodology was inplemented simlar to the
baseline and midterm surveys. Twenty-six communities from lbarra
and 18 comunities from R obanba D oceses were studied. A total of
10 famlies in each comunity were interviewed. Before the
fieldwmrk, the evaluation team reviewed the forner questionnaire
and suggested the inclusion of appropriate credit and production
questions. The final version of the questionnaire contained 73
guestions related to knowl edge and practices of health and credit
domains. Health questions were not nodified to conpare results
with those from forner surveys applied during the life of the
project, and to the initial objectives. A manual for interviewers
and supervisors was el aborated to facilitate their training before
the survey and to establish standard procedures. Data was processed
with the EPI-1NFO 6 software.

2.3.2 Interviews

The evaluation team prepared several interview guides for:
a) comunity pronoters and credit commttee nmenbers; b) CRS project
personnel ; c¢) Diocesan technicians, pastoral agents and bishops;
and, d) MOH counterparts.

2.3.3 (Observation

Al nenbers of the evaluation teamvisited CRS installations,
di ocesan offices, and all sanpled comunities to establish contact
with project actors and beneficiaries, and to supervise the
i npl ement ati on of the survey.
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2.3.4 Review of Docunents

The evaluation team studied CRS docunents in order to
understand project design, obj ecti ves, goal s, mechani sns  of
i npl erentation, constraints already detected, and achi evenents. The
foll owi ng docunents were revi ewed:

L. DIP and annual operational plans to establish the |evel of
acconpl i shment of project goals and objectives, (i.e., the
ef fectiveness of the project);

2. CRS annual reports and annual plans to nmeasure achi evenents
during project life;

3. Base line survey report which estimates Child Survival (CS)

know edge and practices anong the beneficiaries;

4, Md-term eval uation, to assess the inplenentation of
recomendations during the last nonths of this project;

5. CRS Child Survival in Mrginal Rural Areas Project Extension
docurnent: and,

6. CRS Health Information System which provides nonthly reports
while nmonitoring CS activities as they have been inpl enented.
This was a useful tool to detect common trends in attendance
and preval ence rates.

2.4 Sanpl e Design

This study focussed on several child survival interventions;
t herefore, the size of the sanple was determined by the
requi rements of the intervention which needed the |argest sanple.
The formula for calculating the sanple size was:

n = z2?. pq/4d:?

Were n is the size of the *sanple; =z is the mninum
reliability = 1.96; p is the percentage of coverage or preval ence;
q is (1-p); and d is the desired precision usually betwen 5% and
10% The following formula was used to calculate reliability:

95% reliability = p + z .f(pg/n), where p is the proportion in the
population; z is the constant value according to the nornm
statistical curve.
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Since each province has different characteristics and an
i ndependent administration, it was decided that this study shoul d
respond to the needs of each, and for that reason the sanple was
increased. We considered a total of 87 comunities where the
project was inplenmented as the statistical population. In order to
draw a sanple they were proportionally stratified in relationship
to the denographic size of each D ocese.

The result was 26 communities in Ibarra and 18 comunities in
Ri obanba. Each community was considered as a cluster of equal size,
and ten nothers of each cluster were included for the interviews.
Wen a cluster did not have the 10 cases to be interviewed, the
cl oser cluster/conmunity was then chosen to conpl enent the nunber
of nmothers. Only one comunity had to be replaced because
i naccessibility due to winter rains. A total of 258 and 180 nothers
of children under 24 nonths of age were surveyed in Ibarra and
R obanba Dioceses, nmaking 438 total interviews. This sanple
included a 10% rate for non- response and drop-outs. The foll ow ng
comunities were sel ected:

| BARRA: A unmbuel a, Azaya, Barrio Hunedo, Bellavista, Chiriyacu,
Chuga, El 1Inca, E Sitio, ['ltaqui, | mbabuela, La Calera, La
Cantarilla, La Compafia, La Magdal ena, Los Arboles, Mrochos,
Perafan, Piava San Pedro, Salinas, San Antonio, San Ignacio, San
Juan, San Luis, San M guel, San Pedro, and Shanshi panba.

RI OBAMBA: Argentina, Buenos Aires, callag |la Libertad, Cascajal,
Cruz de Hueso, El G tado, uamanpata, Guayacanes, Ilgualata, La
Delicia, La Dolorosa, La Marina, Miltitud Centro, Sacranento, San
Vicente, Santa Rosa, and Val parai so.

Communities selected for conpletion (when not enough cases
were found): | BARRA (Canbugbn, El Batan, SantaBarbara, Las
Mercedes, and San Francisco), RIOBAMBA ( La Merced).

3. DATA COLLECTI ON, PROCESSING AND ANALYSI S

Data was collected in both Dioceses sinultaneously by two
teans of 10 interviewers and 3 supervisors over five consecutive
working days. Field teans did not encounter difficulties gathering
information. Full questionnaires were checked and verified every
ni ght by the supervisors before entering the information into the
computers. Data was processed with the EPI-1NFO 6 software program
Frequency distributions were obtained for each question. Cross-
reference tables were developed to include other indicators. The
popul ati on of both Di oceses was considered as one for the analysis
of the data. For certain variables separated |evels of analysis
were considered: beneficiaries and non- beneficiaries, Ibarra and
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Ri obanba Di oceses popul ation, age groups, etc. Results of final
eval uation were conpared to baseline and mdterm eval uations. The
information collected by interviews and observation techni ques was
anal yzed and discussed by the menbers of the evaluation team and
then incorporated into this report.

4, RESULTS OF TH S EVALUATI ON
4.1 Proj ect Acconplishnments and Lessons Learned

4.1.1 Project Acconplishnments

Project activities were scheduled to be inplenented in 120
communi ties assumng that all communities were already organized.
The project started in Cctober 1992 with the pronotion of its
activities and the initial organization of several communities in
both Dioceses. An initial period of ten nonths was required for
project initiation, recruitnent and training of personnel as well
as for the selection of the comunities.

The original idea was to expand on forner CRS experiences
froma first USAID-funded Child Survival Project. From the onset it
was assumed that all conmunities were prepared for imediate

project inplenentation, and that the technical staffs were also up
to speed. As this was not the case, the initiation of activities
t ook | onger than expected.

The level of effort (20 comunities per technician)
represented a 250% increase over the first project "which was
t hought to be feasible based on the teams five precedent years of
experience" (c.f. Mdtermevaluation report). New and i nexperienced
technical teams were created for both Dioceses. They had to support
a heavy load of work with the same nethodol ogy used by fornmer
teams. This project design did not adequately take into
consideration the work proportion and understaffing.

Community and groups of nothers were organized to work for
their children's benefit through an active participation in nonthly
neetings. Comunity pronoters had to be trained in health,
nutrition and credit activities. The project followed a health
education and agricultural credit schene. The overall goal was to
train community volunteers to deliver selected prinmary health care
services to pregnant and nursing wonmen and children under five
years of age. Monthly neetings were used by pronoters and nothers
to exchange ideas and experiences in growh nonitoring, infant
nutrition and maternal health care.
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Project activities were scheduled to be inplenmented in 120
communities assumng that all conmunities were already organized.
The project started in Cctober 1992 with the pronotion of its
activities and the initial organization of several communities in
both Dioceses. An initial period of ten nonths was required for
project initiation, recruitnent and training of personnel as well
as for the selection of the comunities.

The original idea was to expand on former CRS experiences
froma first USAID-funded Child Survival Project. From the onset it
was assuned that all communities were prepared for imediate

project inplenmentation, and that the technical staffs were also up
to speed. As this was not the case, the initiation of activities
t ook |onger than expected.

The level of effort (20 comunities per technician)
represented a 250% increase over the first project "which was
t hought to be feasible based on the teams five precedent years of
experience" (c.f. Mdterm evaluation report). New and inexperienced
technical teams were created for both Dioceses. They had to support
a heavy load of work with the sane nethodology used by forner
t eans. This project design did not adequately take into
consideration the work proportion and understaffing.

Community and groups of nothers were organized to work for
their children's benefit through an active participation in nonthly
neet i ngs. Community pronoters had to be trained in health,
nutrition and credit activities. The project followed a health
education and agricultural credit scheme. The overall goal was to
train community volunteers to deliver selected primary health care
services to pregnant and nursing wonmen and children under five
years of age. Mnthly neetings were used by pronoters and nothers
to exchange ideas and experiences in growh nmonitoring, infant
nutrition and maternal health care.
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Beginning in Cctober 1992, nobst of the programed training
activities were acconplished in both Dioceses as indicated in
correspondi ng annual reports. It is very inportant to nention and
underline that this project’s main comitrment was to devel op
training activities to inprove health conditions anong it
benefi ci ari es.

The training nmethodol ogy was devel oped in two nain stages:
first diocesan teans were trained by CRS personnel; and second
di ocesan teans trained comunity pronmoters. CRS training sessions
were developed on a quarterly basis and in-service training was
al so provided on a regul ar basis.

Training activities were not always <carried out as
programred. An extra nunber of training sessions were included. The
subj ects of these training activities were nostly related to child
survival conponents. Qther subjects included were: hunman rel ations,
adequate use of training materials, participatory methodol ogy,
basic statistics, health information systens, and notivational
encount er s.

4.1.1.1 Acconplishnment in Meting Project bjectives

The data showed that there is simlar distribution of
beneficiaries (58. 2% agai nst non- beneficiaries (41.8%.
Nevert hel ess, many variables were anal yzed exclusively relating to
beneficiaries. This somewhat precludes us from distinguishing real

di fferences between both  groups. Whenever possible these
differences will be pointed out.

In order to review the acconplishnent of project objectives
we will proceed to discuss all the indicators tested, objective by
obj ecti ve.

Chj ective (One

Reduce undernutrition rates for children under two years of age by
8. 6%

This first objective can be evaluated through several
indicators related to the determnation of nutritional status
(determ nation based on weight by age indicator), nonthly weighing
of children, recordkeeping and interpretation of the growth curves.
The Infant Health Chart (Carnet de Salud Infantil) is the key
instrument for growth nonitoring. The MOH tas accepted its
responsibility for providing the D oceses with sufficient Infant
Health Charts for the life of the project and beyond.

CHILD SURVIVAL IN MARGINAL ARRAS FINAL EVALUATION



The Infant Health Chart

Table 1: Infant Health Chart Use and Growth Monitoring Activities
Vari abl e Beneficiaries {Non Beneficia- Tot al
ries

ChiTd wth T.H Ch. 61 .O% 48. 6% 55. 8%
Vi ght mar ks during 58. 7% 25. 0% 46. 5%
the last four nonths.
Wi ght gai n. 76. 9% 59. 1% 73. 5%
Average of Weights du- 5.4% 2.3% 4. 8%
ring last 12 nonths. (DS + 2.8) (DS + 1.5) (DS + 2.8)

CRS ChiTd Survival in Marginal Rural Areas. Final survey. March 1996.

Begi nning in Cctober 1992, nost of the programmed training
activities were acconplished in both D oceses as indicated in
correspondi ng annual reports. It is very inportant to nmention and
underline that this project's min comitnent was to develop

training activities to inprove health conditions anobng it
beneficiaries.

D fferences between beneficiariesand non-beneficiaries are

statistically significant with p values under .05 in all variables
anal yzed.

The baseline study showed 65.6% of children with Infant
Heal th Chart ( IHCh) . Unfortunately in this survey only 55.8% of
interviewed nothers were able to produce the infant's health chart.
This reduction of 14.9% can be explained, in part, by the MX being
unable to supply the project wth the cards due to continual

shortages; in spite of the cooperative agreenent signed between the
MOH and CRS in 1992.

Heal th policy changed when the new m ni ster was appoi nt ed.
The priorities of the new admnistration also changed, and naternal
and child health becanme secondary activities of the MOH. Some
efforts were made by the Diocese of Ibarra, which tried to supply
this instrunment at the beginning of the project.

Only 46.5% of those nothers that showed the infant health

chart registered their child s weight. However it was possible to
observe that nost of the children were being recorded in the
promoter's books. This may underestimate the real percentage of

children weighed in the communiti es. The percentage of use anong

beneficiaries that used weight charts was 58.756, while only 25% on
non-beneficiaries registered weights. The yearly average for
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proj ect beneficiaries registering weight was 5.4 vs. 2.3 weighings
for non-beneficiaries. W noticed that nost children had their
wei ghts registered in comunity records. These differences make
evident the results obtained through the application of growth
nmonitoring activities inplenmented by this project.

Progressive Wight GGin

The idea of conparing weights from consecutive nonths is
to let the nothers check the normal and progressive increase of
wei ght of their children. It was intended to provide themw th the
opportunity of correcting any deficiency (lack of weight gain) in
a tinely fashion. The analysis of the information shows little
variation of the percentage in R obanba while in Ibarra there is a
clear increase from 60% to 70% of children who gai ned weight, as
shown by the health information system

Table 2: Increase in Percentage of Children who Gained Weight
Di oceses 1993 1994 1995
R obanba 59. 0% 64. 0% 57. 0%
| barra 60. 0% 68. 0% 70. 0%
Source: CRS Child Survival 1n Marginal Rural

Areas. Final survey. March 1996.

An average of 73.5% of children who gained weight is
reported from the final evaluation survey. From those children
that are beneficiaries of this project 76.9% gai ned weight while
only 23.1% of the non-beneficiaries did so. The data described
above correspond to 33.0% of children who have a conplete weight
gain record.

Nutritional Conditions of Dioceses’ Popul ati on

The nutritional conditions for this final evaluation were
eval uated through the health information system of the project that
collected its information fromthe Infant Health Chart.

The nutritional indicator wused by this instrument was
wei ght/age. The Objective nunber one is to reduce undernutrition by
8.6% This (hjective was established based on the preval ence of
mal nutrition showed by other comunities that |ive under simlar
conditions as the comunities of this project. Anthroponetrical

data was not collected during the baseline study because of this
assunpti on.
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The reported 48% preval ence of undernutrition used an
adj ustment (Mora) that substantially nodified the data. An exanple
will by useful to cla-rify this transformation. In 1986 the national
di agnosis of health and nutritional conditions (BANS-86) showed a
preval ence of malnutrition (weight/age) of 16% the adjusted
preval ence in that case was 38% The health information system used
by the project led us to use non-adjusted rates. Because of these
reasons we tried to use this indicator as an approximtion to
nutritional condition. The data was collected through the health
i nformati on system during the nmonths of August in three consecutive
years. The preval ence of nmalnourished (<2s.d. of NCHS) children
under two years of age is denonstrated in the follow ng tables:

Tabl e 3: Preval ence of Ml nourished Children Under Two Years of
Ane in_ Ri obanba.

Age Aug. 93 Aug. 94 Aug. 95
Groups (months) | No. % No. % No. %
0-6 36 [31.4 50 |24.0 56 30.4
7-11 46 [37.0 58 [20.7 55 21.8
12-23 58 |[24.1 221 8.6 227 9.7
TOTAL 139 [30.2 329 13.1 | 348 15.1 |
No. = Total nunpber of children wel ghed during August of
each year.

Source: Child Survival in Marginal Rural Areas Project.
Health Information System Diocese of Ri obanba.

March 1996.
Tabl e 4: Preval ence of W©Malnourished Children Under Two Years of
Age in |barra.
Age Aug. 93 Aug. 94 Aug. 95
Groups (months) No. % No. % No. %
0-6 23 10.0 78 7.7 44 4.5
7-11 20 10.0 92 11.9 82 7.3
12-23 54 22.2 173 24.3 214 23.4
TOTAL 94 14.9 343 17.2 340 17.1
No. = Total number of children weighed during August of each
year.

Source: Child Survival in Margina? Rural Areas Project. Health
| nformati on System Diocese of Ibarra. March 1996.
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From t he above tables we can conclude that there were not
any big differences of prevalence of malnutrition in Tharra
Di ocese. Mbst prevalence rates are the sane. This is not the case
in R obanba Di ocese where 1993 rates are evidently different from
the other two years, especially for children ol der than six nonths
of age. This could be due to neasurenent errors during the first
stages of project implementation in Ri obanba.

The final survey reveals 13.5% of nal nourished children (<2
s.d. of NCHS ) under two years of age. The survey provides
information with non-adjusted rates. W nust enphasize that nost
children were |ocated above <2 s.d.

The prevalence of malnutrition anmong beneficiaries was
14. 4% (91 cases analyzed) and 9.5% among non-beneficiaries (22
cases). Unfortunately the nunber of children wth weight
neasurenments was small and no conclusions can be drawn. Nutritional
status cannot be justified or validated through these findings.
Nei t her the basel ine nor t he final eval uati on nmeasur ed
wei ght/ height, or height/age. That is, it cannot be determined if
mal nouri shed children suffered from acute or chronic type of

nmal nutri'gi on. No calibration on instrunents were nade, nor were
st andar di zed techni ques used.

Breastfeeding and Waning Period

Breastfeeding and weaning periods have been detected as
crucial periods in child nutrition and health. Health education
activities have also been underlined by nmany authors as an
inportant part of child survival projects in the world. In both
D oceses breastfeeding was reinforced after nonthly weighing
sessions in every community of the project. The preval ence of
breastfeeding for all ages was 76.5% in the baseline study. This
rate increased to 95.1% in children under 4 months of age.

Tabl e 5: Breastfeeding Anong Children Under One Year of Age.

|
Age group (months) Benef. Non Benef. Total
n = 255 n = 183 n=438
< 4 100% 90.6% 95.1%
4 -6 100% 96.3% 98.2%
7 - 11 92.4% 81.6% 86.5%
> 12 60.8% 60.5% 60.6%

Sources : CRS Child Survival inMarginal Rural Areas.
Final Survey. March 1996.
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Alnost fifty percent (50.8% of children breastfed within
the first hour of birth and an additional 26.0% wi thin one to eight
hours after birth,

Twel ve percent of children aged 4 nonths practiced
exclusive breastfeeding. Although there were no statistically
significant differences betweenbeneficiaries and non-beneficiaries
we observe a  better attitude toward breastfeeding anong
beneficiaries. The percentage detected by the baseline study was
13.4% This does not nmean that there is a real reduction of
excl usive breastfeeding practice, nor an increase.

Tabl e 6: Weaning Peri od.

Period When Weaning is Beneficiaries Non Total
Started Benefeciaries

Before 4 months of age 9.0% 8.8% 8.9%
Between 4 and 6 months 46.7% 45.5% 46.1%
After 6 months of age 40.8% 35.7% 38.3%
Do not know | 3.5% | 10.4% 6.4%
Source: CRS Child Survival in Marginal Rural Areas. Final survey.

March 1996

Weaning period is initiated by 46.1% of nothers between 4
and 6 nonths of age. This is significantly higher than the baseline
37.6%. The percentage of nothers who use sem -solid food during
weaning period account for 76.3%, with no difference between
beneficiaries and non-beneficiaries being noted.

It is inportant to wunderl ine that the percentage of
beneficiaries that " do not know the appropriate age to start the
weaning period is three tines smaller than the percentage of non-
beneficiaries. The possibility of a positive inpact of educational
conmponents of this project could be the reason for this difference,
but we suggest we |ook for more detailed information before draw ng
definite concl usi ons.

Table 7: Food Consunption Percentages for Children Under Four
Months of Age.

| Survey | Watexr | MIk | Fruits | Geens | Meat | Eggs al Sal t
Basel i ne | 46.5 15.1 8.1 4.7 5.8 5.8 41.9 [ 11.6
Fl nal 141.9 14.0 4.7 2.3 2.3 4.7 9.3 4.7
Eval. ‘ |
Source : CRS Child Survival in Mirginal Rural Areas. Final survey.
March 1996.
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Wth regard to the consunption of food other than
breastfeeding before 4 nonths of age we observed a slight reduction
in this practice from the baseline study. The reduction is
generalized for all types of food in this age group. It is not
possi ble to fornul ate any conclusion, but it could be hypothesized
that this reduction from baseline study has been notivated by
educat i onal activities that have focused on infant feeding
practices. Any conclusion, on this regard, nust be fornulated by
conducting appropriate research.

Anot her component is vitamn A Only 4.0% of nothers can
identify vitamn A as a preventive neasure to avoid night
bl i ndness. This may be due to the suspension of application of this
conponent as was suggested by the Mdterm eval uators. Neverthel ess,
the food frequency questionnaire suggests that there is an
i ncreased consunption of green vegetables and carrots. Mthers nmay
not know about the biological functions of vitamn A and still have
changed their dietary habits.

hj ective Two

Ensure that 80% of the nothers of children under five years of age

know and practice correct treatnent when their children have
di arr hea.

Child survival conponents include diarrhea disease control
Diarrhea affects food consunption/absorption and causes dehydration
and malnutrition. The control of these conditions requires sinple
and relatively inexpensive interventions.

Current survey results found that the percentage of children
presenting diarrhea episodes during the last two weeks is 32.4%
The percentage of children who received Oral Rehydration Sol utions
(ORS) during |last episode increased from8.9% (baseline) to 14.8%
This may be due to a conbined effort of project educational
conponent and the aggressive marketing perforned by the MoH Anong
the beneficiaries 17.1% clainmed to use ORS; additional evidence of
t he inpact achieved through this project.

The percentage of nothers who *reported_not know ng how to
recogni ze major signs and synptons of severity of diarrhea, has
effectively changed from 36.0% to 19.6% This is consistent with
a detected positive change in know edge of nothers about signs of
dehydration: 3.0% (baseline) to 26.7% (final evaluation). W could
not detect significant changes for other signs and synptons of
diarrhea severity. Alnost twice as nmany of the beneficiaries
recogni zed the synptons properly. These findings show a clear
i nfluence of the educational conmponent of the project.
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Approximately 68.3% o f nothers continue or increase
breastfeedi ng during acute episodes of diarrhea. In the baseline

study the percentage was 80.0%. There is no difference between
beneficiaries and non beneficiaries.

Tabl e 8: D arrhea Managed by Community WMothers

Vari abl es Benef . Non Tot al
(%) Benef . (%)
(%)
Food Amount (equal or | 57.4 43.3 51.4
i ncr eased)
Breast feedi ng (equal 68.1 683 | 683
or increased)
More Fl ui ds 45,7 30.0 39.0
Use of ORS 17.1 11.7 14.8
Use of ORT 12.2 3.3 8.5
Use of Medicines 28.0 33.3 30.3
Signs of Dehydration | 34.9 15.3 26.7

Source: CRS Child Survival in Mrginal Rural
Areas. Final survey.

An increase from 23.9% to 39.0% was achieved in the

provision of nore liquids during children's diarrhea illness. The
difference between beneficiaries (45.7% and non-beneficiaries
(30% is evident. An increase from 61.1% to 73.0% has been
achieved in the provision of same or greater anount of |iquids
during children's diarrhea illness. The project achieved 97% of the
obj ecti ve.

The provision of food during diarrhea in equal or increased
anount remai ns unchanged fromthe baseline (52.7%. Al though sone
differences are detected between beneficiaries (57.4% and non-
beneficiaries (43.3% in the final evaluation.

Cbj ective three

Ensure that 85% of <children between 12-23 nonths are totally
i mruni zed.

In Ecuador, the schedule of vaccinations includes three
doses of DIP and OPV, one of BCG and one of neasles vaccines
during the first year of age. For the second year, another dose of
OPV and DTP vaccines is recomended. The institution responsible
for achieving at |east 80% coverage of infants with a full schedule
of vaccinations is the MH The project contributed to naking this
goal possible, but the entire responsibility remains with the MoH
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which provides vaccines. The indicator used to evaluate the
acconplishment of this objective is the coverage of children
between 12 - 23 nmonths totally inmmunized. The project objectives
assuned an increase of coverage from44.3%in 1992 to 85% in 1995.

To acconplish this objective technical staff, comunity
pronmoters, and nothers, checked the vaccine schedule nonthly , and

referred children to MOH units for the corresponding dosis. 1|n a
coordinated effort with MOH personnel this project al so
col | aborated w th periodical vaccination canpaigns. |In each

comunity a community vaccination chart was  prepared for
surveillance. As result of this close collaboration the vaccination
coverage increased significantly fromthe baseline to the mdterm
evaluation. Unfortunately, during at l|least six nonths of 1995 MOH
vaccination activities were reduced to a mnimum (due to |ack of
suppl i es); and, as a result, vaccination coverage. Current
unpubl i shed MOH data is consistent with these eval uation findings.

Table 9: Vacci nati on Coverage 12 - 23 Nbnths
Vacc i ne Basel i ne| MidTerm Fi nal
(%) (%) (%)
BCG 69.9 99 40.5
DTP (3rd. doses) SO. 6 98 49.2
Polio (3rd. doses) SO. 6 97 48.3
Measl es 53.4 91 SO0

Sources: Child Survival in Marginal Rural Areas

Project Basel ine, Mdterm and Final
eval uations. 1992 - 1996.

The final evaluation used vaccine information collected
through the Infant Health Chart. The |ow percentage of nothers
showing this instrunent during the survey interview could be a
factor for |ower coverage. Anot her could be the lack of offered

services, and finally, the lack of a proper record (infant health
chart).

The percentage of nothers who knew the correct age for
recei ving neasles vaccine increased from 14.9% in baseline study to
47.1% in the final eval uati on. There were no significant
differences between beneficiaries and non-beneficiaries when
mdtermresults were conpared to final results. This could be due
to MOH vaccination activities that addressed the general population
and not exclusively project beneficiaries.

CHILD SURVIVAL IN MARGINAL AREAS FINAL EVALUATION

_15_



bj ective Four

Introduce an average of three nutritionally well-balanced products,
or three mnor animals into the famly’ s general production system
through direct credits and technical assistance.

hj ective four focused on the |less favored popul ati on and
encouraged comunity organization and sel f-managenent. The intended
beneficiaries were 3,000 nothers with children under five years of
age. Each community forned its own Credit Commttee to adm nister
a rotating credit fund to finance small production |oans. Based on
established nornms (provided by each Dioceses) the commttee
sel ected the beneficiaries, period and purpose of credit as well as
the interest rates to be charged. The anount of funds per
beneficiary depended on the total anount of credit assigned to each
comunity, and the nunmber of credit requests nmade by the potential
beneficiaries in each comunity. The term for returning the capital
and interest depended on the type of product (crop or snal
animal s). An extra nonthly interest of one percent was charged for
| ate repaynment in the Ibarra D ocese.

In Ri obanba the central conmttees delivered credit funds
directly to community credit commttees, while in | barra the
Di ocese Ofice placed them into savings banking accounts opened for
each comunity. Later, the nmoney was wi thdrawn by the assigned
commun i ty menber who received a stanp of authorization from the
D ocese on the w thdrawal noti ce.

At the beginning of the project, the design and planning of
the credit conponent were rudinentary at best. Carity in the rules
and procedures were a difficulty throughout the first half of the
project. Only recently, in January 1995, a docunent briefly
descri bed the credit conponent (see appendix 2.1). This description
was crucial in order to adequately inplenent the credit conponent;
its absence created several difficulties in interpretation and a
slow dowmn in the inplenentation of project activities. Detected
difficulties were: i) absence of clear understanding of how credit
conponents articulated with the rest of objectives and activities
of this project; and, ii) lack of adequate training and technica
assi stance ained at those responsible in each D ocese, community
credit commttee, and community nenbers (25% illiteracy anong
not hers).

At t he di ocesan | evel per sonnel | acked adequat e
specialization in credit related activities, and throughoutnost of
the project period procedures and control/adjustnent mechani sns
were not adequately in place. Mreover, CRS controlled | oan anounts
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while interest rates were established at the diocesan |evel. Mny
of these contradictions were not resolved until the |ast year of
the project.

Al location of Resources

The initial budget for this conponent was USD$120,000.00
which represented USD$5.14 per, person or USD$38.11 per current
beneficiary. Al though popul ations differed in each Diocese (lbarra
greater than R obanba), the budget assignment was the same
USD$60,000; this nmeant that in Ibarra the credit budget per person
or per potential beneficiary was 30% less than in Riobanba. In
Ibarra, 86% of the total budget was disbursed while in R obanba
this proportion reached only 61%

Credit Characteristics

In Ibarra, i ndi vi dual | oan anounts reached US$75 for
cycles which varied between 3 to 6 nonths. The annual interest rate
were 42% (3.5% nonthly). In case of repaynment delays, interests
were capitalized and nonthly interest rates increased by one
percent. In the D ocese of Riobanba the maximum credit anmount was
the same (US$ 75). Al credit was given for the same six nonths
period at an annual interest rate of 30% ( a 15% senester interest
rate). Default rates were mninmal and no charges were applied.
However, a default regulation was established (Table 2.2).

Sources and Use of Credit Funds

The main source of credit funds were the periodic project
di sbursenents that represent 77,6% of available credit funds. The
interests paid by beneficiaries represent 20.6%, and bank interests
1.7% (Table 2.3) of credit funds. There are inportant differences
when D oceses are conpared. 1In Ibarra 70.7% of the funds were
di sbursed and 26.6% of interest recovered, while in Ri obanba 85. 6%
of the funds were disbursed and 14.4 % of interest recovered.

Anot her approach to the use of credit funds showed that
75.4% of avail able funds were | oaned and 24.6% were mai ntained in
cash. In lbarra, the distribution is as follows: 79.8% | oans and
246% cash, while in Robanba it is 70.4% | oans and 29. 6% cash.

Nevert hel ess, these percentages are distorted by the
decision of the R obanba Diocese to retain the l|ast disbursenent
(25 mllions sucres) in cash until the second quarter of 1996. It
is inmportant to underline that these percentages of inactive funds
affect the financial nmaintenance and coverage of the credit
conmponent .
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Wien we conpare the anount of noney disbursed by the
project and the real current anmounts nmanaged in each Dioceses, we
find an increase of one percent . The capital has increased 5% in
Ibarra while it has decreased 2% in R obanba. If current trend of
fund usage continue the sanme in Riobanba, the credit conponent will

(f]lef(ijnitively affect the financial sustainability of the credit
unds.

Credit Anount, Nunber of Credits and Nunber of Beneficiaries

A total amount of US$ 246,000 was delivered since June
1993. A total of 5,566 credits were given to 2,213 individuals
(73.8% fromtarget beneficiaries), (Table 2.5). The average nunber
of credits per individual is 2.5 for the 32 nonths duration of the
program However, 1995 alone has an average of 1.6 credits per
i ndi vidual which neans an inportant increase in credit activities
in both Dioceses. Nevertheless, these indices would still indicate
an average of two nonths as the current interval for assigning new
credits. This practice dimnishes coverage capacity, generates high
percentages of inactive capital, and conspires against t he
financial sustainability of theprogram

Default and Irretrievable Credits

Nearly 11.5% of all outstanding |oans are overdue. This
represents 119 borrowers, 116 in Ibarra Diocese and only three in
Ri obanba (Table 2.6). The nost frequent reason for overdue | oans
is the death of animals bought with the |loans. Qher excuses are
given but generally debtors are willing to pay. Ri obanba applies a
"solidarity guarantee"” at the community |level, which neans that if
there is a loan overdue, «credit would cease for the entire
community. Community pressure on defaulters have been the main
factor in reducing to a mnimm the overdue |level in the D ocese.
In the Ibarra Diocese alnost a 30% of overdue credit is considered
as irretrievable by diocesan personnel. Criteria used to consider
a loan as irretrievable are: death of beneficiary, unknown address,
and total unwillingness to pay. |If these conditions prevail the
program would also lack financial sustainability. Measures are
being taken to decrease irretrievable credits in Ibarra.

Use of Loans and Level of Satisfaction

The evaluation team considered appropriate to include
several questions related to the credit conponent into the health
and nutrition survey. The data collected and anal yzed showed t hat
mar keti ng of |oans was adequate. Credit pronoters spent an average
of 47sessions to talk about the credit conponent and its
benefits. Loans were invested for animal breeding and crops
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Earni ngs were destined for food, education, housing, and increased

animal breeding. It is possible to infer that credit was incone-
generation oriented rather than self-consunption oriented, thus
acconplishing only indirectly the household food security
obj ecti ve.

Al nmothers believed that the credit requisites are
adequate. Nearly 90% considered interest rates satisfactory. Al nost
50% thought the amount of funds was adequate for small aninmal
purchases. Two thirds of nothers considered that credit allowed
themto increase famly food security, and the mpjority said they
need additional credit to inprove aninmal breeding and/or crops
Only a small percentage of nothers had access to other financing
sources such as relatives or friends, other institutions, and/or
noney- | enders.

Community credit conmttees and project pronoters believe
that the credit conponent has a positive effect in notivating
nothers to: a) participate in health activities; b) stay at hone
and participate in the economc support of the household; c)
i mprove personal skills and economc position, and d) increase
famly food consunption. The problens they identified are the small

size of the loans and the | ack of technical assistance for ani mal
br eedi ng.

To inprove the credit program they suggested to increase
| oan anmounts, to train nothers in credit nmanagenent, to expand the
range of credit beneficiaries to nothers with children ol der than
5 years, to nmaintain the technicians and strengthen the
organi zation, and in the case of the R obanba D ocese to increase
both interest rates and the anount of capital of each | oan.

Achi evenment of the Cbjective

This objective has been achieved only in an indirect
manner. Credit was used to generate income. The secondary aspect of
the objective which tried to strengthen relationships between
beneficiaries inside the community and with the D oceses was wel
achi eved. The survey and personal interviews have denonstrated that
credit contributed to strengthening comunity organization. The
central factor here was the perception that conmunity action above
i ndividual efforts nade access to credit possible. Credit was the
main attraction to participate in the Child Survival Project, as
nmentioned by pronoters, diocesan technicians and beneficiaries. The
goal of 3,000 beneficiaries was partially (73.8% acconplished.

CHILD SURVIVAL IN MARGINAL AREAS FINAL. EVALUATION

_19_



bj ective Five

Ensure that 80% of nmothers of children under five years of age can

identify the major synptoms of pneunonia (rapid/difficult breathing
and subcostal indraw ng).

This eval uation studied children under two years of age as
evaluated by the baseline and mdterm eval uations. The main
component of the educational canpaign was ainmed at teaching nothers
to identify the major synptons of pneunonia. This was partially
achieved since only 36.6% of nothers could identify the synptons
and signs of pneunonia properly. A 82.3% increase from the baseline
(17.6% was achieved. Conparing beneficiaries and non-beneficiaries
the difference (double) shows the inpact of educational activities
in this project.

Table 10: Signs of Pneunpnia
Vari abl e Benef . Non Tot al
(%) Benef . (%)
(%)
Rapid/Difficult | 45.0 23.5 36.6
Breat hi ng
Sub- Cost al 5.0 2.0 3.8
| ndr awi ng

Source: CRS Child Survival in Marginal Rural Areas.
Final survey. March 1996.

The percentage of nothers who seek some kind of assistance
when their children wunder 2 suffer for ART is 64.1% This
percentage is 9% higher than the baseline. The above percentage
(64.1%), can be broken down regarding the type of health service.

Table 11: Percentage of Mdthers Seeking Assistance for Their

Children with AR1

Type of Health service | Basel ine Fi nal
(%) Eval uation
(%)
Private Doctor 34.5 30.2
Friends and Relatives 34.5 28.1
Health Center & 41.6 28.1
Hospi t al

Source: CRS Child Survival

Fi nal

survey.

March 1996.

in Mrginal Rural Areas.
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Assistance from traditional healers and |ocal pharnacies
was not significant. These results showed that nobst nothers seek
assi stance when their children are suffering from ART. Al t hough
the distribution anong the different groups remains unchanged.

Cbj ective Six

Reduce the incidence of Ilow birth weight by 10% and ensure an

adequate gain of weight in/for 98% the children with nornmal birth
wei ght .

Al though this objective was not directly neasured in this
project, the evaluation teamused as a proxy naternal know edge on
wei ght gain during pregnancy and other maternal variables. The
pronmotion of health and nutrition in pregnant wonen was not part of
the strategies or objectives of this project. This survey only
eval uated knowl edge not practices. Only 13.7% of nothers have
Maternal Health Record (Carnet de Salud WMaterna). The baseline
study reveal ed a value of 6.8%

The percentage of nothers that could recognize the
i mportance of Tetanus Toxoid (TT) vaccine reached 53.4% This does
not necessarily nmean that they will receive a full dose of TT. |t

is inportant to acknow edge that 57.1% of beneficiaries received
one or nore doses of vaccination.

The percentage of nothers that receive prenatal control has
increased from 67% in the baseline to 76.7% in the final
evaluation. A slightly higher percentage of beneficiaries (80.8%

received controls than non-beneficiaries (75%. Birth attendance
by trained health personnel reached 40% (baseline attendance was
309 . This increase is both for beneficiaries and non-

beneficiaries (36.9%-48.3%). This may be due to a conbi ned action
of this project with the MOH which has its own ongoing naternal
program  This coordinated activity would benefit the entire
popul ati on.

4.1.2 Positive and Negative “Spin Of” Effects of Project
Activities.

Positive and negative spin off effects of this project were
identified by the evaluation team through interviews with project
promoters and technicians, not her groups, comunity |eaders,
di ocesan authorities, and MOH counterparts.
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4.1.2.1 Positive Effects

Wnen have benefitted greatly fromthe project. They have
improved their situation within their own comunity. They play an
important role in decision making, planning activities, and

defining strategies. Wnen are aware of this situation and are now
able to participate actively and confidently in new projects. They
have acquired a sense of self-respect and enpowernent.

The credit conmponent of the project has been recogni zed as
a key factor for the successful acconplishnent of other conponents
of the project. This conmponent has strengthened educational
strategies in a decisive manner. Although access to |oans was not
overly significant in quantitative terns, its social inpact was
enornous. In spite of the fact that people did not achieve big
profits, a positive attitude towards creating small enterprises has
been created. Many peopl e have becone aware of their capabilities
to start nore anbitious projects. Thus, devel oping strategies that
can help nmaintain access to credit will play a decisive role in the
sustainability of the health project.

H gh credibility of the diocesan project was denonstrated
several times during the final evaluation. People refused to
provide information to other organizations besides the church.
Most comunity nenbers were famliar wth project activities,
pronmoters, and technicians. They recognize diocesan personnel and
talk to them spontaneously about project issues and activities.

The technician's training program was expanded as | ocal
needs appear ed. They did not have a pre-established agenda for
pronoters training. The content of training activities was
tailored to fit locally detected needs.

MCH provincial directorates and health units qualified the
interinstitutional <coordination as a positive experience that
facilitated the acconplishnment of nutual objectives and activities
in nost communities. In several cases nobilization of health
personnel and equipment was possible thanks to the D ocesan
vehi cl es.

Pronot ers and t echni ci ans consi der t he coor di nat ed
participation as a key factor for the success of project
i npl enentation. They consider working as a teamis very inportant.
Each nmenber of theteam felt the other as an extension of their own
wor K.
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It was a common and generalized practice in this project
that the community promoters nmaintained a field notebook where they
registered nonthly activities such as: children weights, t he
occurrence of diarrheal diseases or acute respiratory infections,
the conpletion of immunization schedules, etc. The information

collected in these books was used for planning next nonth
activities.

4.1.2.2 Negative effects

The lack of growh charts forced the pronoters of the
Ibarra Diocese to recycle infant health charts of older children to
start growth nonitoring activities with younger or new children
They erased the nanes and data from former chart owners and re-
wote new data from new users. They also retain the health charts
with them to avoid the charts deterioration or disappearance of
charts. Although the idea of recycling charts attenpted to
conpensate for the lack of materials, the unintended negative
effects of this practice were: a) confusion of data when nanes or
data were not well erased; b) lowered participation of nothers in
growh nonitoring; and, c) wunder-registration of other health
activities such as imunizations.

Heal th charts should have been provided by the MOH as part
of the cooperative agreenent. At Riobanba D ocese, the pronoters
had to use two different types of infant health charts, one from
the MXH national program and another from Guayas Provincial
Directorate. In Ibarra male or female health charts were used
W t hout di stinction. This produced some confusion, under -
registration of health activities, and problens for nonitoring the
heal th pronoters work.

The technicians of both Dioceses developed training
activities according to their local needs but there is no record of
perforned activities. This made it difficult to nonitor their
actual activities.

The population of Cumanda, Riobanba D ocese, preferred
Bucay health unit for nedical services. Bucay is further away than
other health units. At the sane time, Bucay is part of GQayas
province but its personnel enjoys better public relations than the
personnel from local health units. For project technicians and
pronoters it was difficult to maintain optiml coordination when
peopl e went beyond the limts of the D ocese.

Frequent strikes of health workers at national | evel
af fected the normal devel opment of project activities.
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4.1.3 Final Survey Report
(see Annex 1)

4.1.4 Project Expenditures

4.1.4.1 Pipeline Analysis of Project Expenditures
(see Appendi x A)

4.1.5 Lessons Learned

Community selection was based on access, poverty |evels,
participation of local clergy, and participation of |ocal
| eaders. Techni cal considerat ions on how to select
communities based on health or nutritional indices were
| acki ng. Furthernore, data was unavailable at that tmeto
help with this process.

There was no correlation between size and geographic
| ocation of diocesan comunities and avail abl e resources of
the project(human and material). Both technical teans had
to support an extrenely heavy work load. This represented
a 250% i ncrease from previous projects. An ideal setting
m ght have taken into consideration a gradual incorporation
of communities according to real technical, functional and
adm ni strative capacity.

The design of activities and strategies to curtail
mal nutrition did not necessarily adjust to t he
i nt ended/ stated objectives. This project only intended to
pronote aneducational comnponent.

- At the beginning of the project the lack of clergy
participation played against building trust and comunity
appropriation of the project. Over tine this has changed
wth an increased interest by clergy in the project. This
has been achi eved due to the conbined effort of CRS staff
and technicians. Both Dioceses have cone to realize the
positive energy power that projects like this can provide.
Both Bishops and Vicars have provided full political and
| ogi stical support to the project.

The | ack of a proper supply of Infant Health Charts by the
MOH did not exenpt the project fromtrying to obtain these
instrunents by other nmeans. A pronpt request by the
authorities of the D oceses at the proper level to the MOH
could have inproved the supply of these resources.
Technicians did not take into consideration the real
i nportance of recording weight on the 1HCh. Nonetheless,
a very positive outcome in this project was the active
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participation of nothers in the weighing process of their

chil dren. This is a definitive change in practices and
attitudes with respect to what was done in the past.
Mot hers' involvenent will raise their awareness concerning

the real health and nutritional state of their chil dren.

Most pronoters felt that strong and continuous technica

support would still be needed beyond project closure to
ensure sustainability. None of the project comunities
believed that it would be possible to continue with project
activities without t echni cal and | ogistical support.

Pronoters and community nenbers considered project feedback
to be crucial, at least during a period of project
consol i dati on.

According to the diocesan technicians, the coordination
between educational activities and the needs of the
community could be inproved. The education plan was
directed from Quito, was rigid and did not allow nuch
flexibility. It is inportant to clarify that CRS staff
argued that tine constraints did not allow for a nore
flexible, expanded educational program (Mre than nine
different themes were supposed to be covered within a
year).

4.2 Pr oj ect Sustai nability
4.2.1 Community Participation

The project inproved the comunities’ perception of
or gani zati on. This was extrenely inportant to support a strong
link and a feeling of group cohesion anong project beneficiaries.
They now identify thenselves as a group with the same objectives.
This has encouraged the appearance of conmmunity |eaders with new
demands for skills and knowl edge. This is the main input that the
community will provide to ensure sustainability.

Approxi mately 30.0% of comunity |eaders have al so proposed
the creation of new community based nmutual fund cooperatives, which
woul d increase their access to credit and encourage entrepreneuria
activities. some pronoters have already started fund-raising
activities to support conmunity devel opnent.

The following are sone of the activities supported by the
community for their own training:

- Afternoon training sessions held locally.
; Use of participatory methods.
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- Provision of food during training sessions.

Pronoters participate with a great sensibility about the
wel | being of the comunity, regardless of not receiving a wage or
stipend. Access to decision making and pl anni ng together have been
gr eat i ncentives for their i nvol verent and for proj ect
sustainability. This degree of success can be attributed to the

comm tent of community |eaders in developing a sense of trust
anong the popul ation.

The community has developed a clear identification and a

sense of ownership of the program Many nenbers have an increased
sense of self-control and sel f-confidence.

4.2.2 Ability and WIIlingness of Counterpart Institutions to
Sustain Project Activities.

MOH officials viewed the projects' activities as positive
and hel pful to their own agenda. During the Iife of the project,
they launched successful join vaccination and educational
canpai gns. They al so benefitted from sone of the information that
has been provided by nmenbers of the project. This helps the MH in
the pronotion and coverage of their own activities. In addition
the Dioceses allow nenbers fromthe MOH to use sone of their own
medi cal and pharnmaceutical facilities.

The Director of CEMOPLAF stated that they interacted
positively with the project in certain activities such as maternal
heal th pronoti on. In return the project helped wth transportation
to certain communities for CEMOPLAF personnel

4.2.3 Key Factors That Mght Determine Project Sustainability mn
the Future.

There are several factors t hat wi | det erm ne
sustainability for this project. Sone of them depend on political
econonmic, cultural and environnental conditions. Oher factors are
nostly related to inherent conditions of the project, such as:

Perception of effectiveness created anong those who benefit
from project activities;

- Devel opnent of nechanisns for optimzing current financia

support;
Conmitnment of project authorities, personnel and pronoters:
and,
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Communi ty response to activities such as | oan
rei nbursement, health and nutritional activities, etc.

Sustainability must be understood as the continuation of
benefits after the termnation of any particular type of support
(financial, technical, material). The success of future projects
requires the continuity of individual, community, private and
gover nnent al counterparts (MXH and Peasant Social Security)
capacity to persist with their conmtnment such as reinforcing and
promoting new activities. The establishnent of new agreenents woul d
ease the pursuing of targets with the mniml anount of extra
resour ces. Then, it will be inportant to focus on the capability
of an integrated public-private partnership, and the joint
establ i shnment of targets with those future beneficiaries.

The evaluation teamidentified several factors that could
be considered positive for sustainability and other factors that
could be viewed as obstacl es.

4.2.3.1. Positive Factors for Sustainability

I nvol venrent of the community pronmoters in planning and
i mpl ementing activities from the beginning:

Participation of technicians in the selection of pronoters
anmong community volunteers created an environment of
integrated relationship between D oceses and conmunities;

- Use of participatory training mnethods.

The fact that pronoters worked effectively without paynent
was not an obstacle for the success of certain project
activities. They felt enpowered and responsible to
identify and solve problens for the conmmunity. Techni ca

support was of paranount inportance in supporting pronoters
activities within the project. Technical advising wthin
the credit conponent was al so inportant.

The possibility of continuous supervision by project
technicians on different activities and joint programm ng
is also a key conponent in supporting sustainability.

- Local interest to participate in credit funds has
hei ghtened theinterest of community nmenbers in sustaining
other project activities such as health denonstrations,

grow h noni t ori ng, vacci nati ons, and ot her heal t h
activities.
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The capacity to network with the MH and N3O s was
denonstrated by both Dioceses. Institutional interaction
wi th CEMOPLAF and the Peace Corps was especially fruitful

and could be considered as another key element to
sustainability.

- Sustainability has al so been garnered through the nonthly
nmeeti ngs between technicians and pronoters. This created
an appropriate environment to exchange ideas on problens
and solutions, as well as a sense of permanently
coordi nated worKk. This practice has been transmtted to
the community through nonthly neetings between pronoters
and not hers.

4.2.3.2 ostacles for Sustainability
Lack of direct support from health centers.

Lack of supplies (infant health charts, oral rehydration
salts).

Lack of decentralized progranm ng.
Lack of support for local initiatives.

Insufficient [oan anounts provided by the credit conponent.

5. CONCLUSI ONS

There are several characteristics of beneficiary nothers
that make them vulnerable to health problens. As a
consequence, they constitute an inportant risk group for
future health and credit actions. Some O f t hose
characteristics are:

A considerable percentage (18 %) of nothers
correspond to age group 35years and older. They
constitute a risk group in future pregnancies.

A fourth of nothers are illiterate.

Nearly a quarter of nothers work outside the hone.
Two-third of nothers work in agricultural tasks.

There are several characteristics of beneficiar not her s
that could facilitate the inplementation of future
proj ects: over 95% of current project beneficiaries
assisted nonthly meetings, a high percentage of them
consider health, credit, and education inportant |Ssues
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proper lactation habits seem to be entrenched in nost

not hers; institutional birth delivery has increased,
constituting an opening up of nothers towards formal health
care.

- The survey and personal interviews denonstrated that the
credit component contributed significantly to strengthening
comuni ty organi zation. The main factor was the perception
that community action made access to credit possible.
Credit was a strong notivating factor to participate in
child survival activities.

Educati ng t he community and providing health and
nutritional services nmust be a joint activity with the real

participation of public and private institutions. Low
coverage of vaccinations and | ack of health instrunents are
products of changing health policies and authorities at

governnent level. This project nade efforts to cope wth
t hese problens; however, in the future the coordination
with other institutions nust be strengthened and new
mechani sns  expl or ed.

From the onset of the project, realistic expectations for
t he acconplishnent of production and credit objectives were
deficient. The lack of adequate nechanisnms of diffusion
rai sed problems in credit understanding, inplenentation,
nonitoring and control. To avoid future problens there is
a list of recommendations related to financial nanagenent
of credit funds in the financial appendixes.

The educational effort of this project made strongly
evident the advances in diarrheal disease control: the use
of ORS increased from baseline, the percentage of nothers
providing nore fluids during l|ast episode of diarrhea
i ncreased, and coincidentally the preval ence of diarrhea in
three consecutive years (August 93,94 & 95) decreased.

- Wonen have benefitted greatly fromthe project. They have
improved their situation within their own community. They
play an inportant role in *decision making, pl anni ng
activities, and defining strategies. VWnen are aware of
this situation and are now able to participate actively and
confidently in new projects. They have acquired a sense of
sel f-respect and enpower nent.

- The Credit conponent of this project has been recogni zed as
a key factor for the successful acconplishnent of other
conponents of the project. This conponent has strengthened
educational strategies in a decisive manner. A positive
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attitude towards creating small enterprises, has been
creat ed. Many people have becone aware of their
capabilities to start nore anbitious projects. Thus,
devel oping strategies that canhelp nmaintain access to
credit will play a decisive role in the sustainability of
the health project.

Finally, we conclude that the technicians and pronmoters of
this project made substantial efforts to acconplish mostof
the objectives and goals included in the design of the
project. They had to deal with a lack of instruments to
nonitor several conponents of the project, such as: a)
nutritional i ndi cators and nmethodology to evaluate
nutritional conditions of nothers and children; b)
i nperfect design, procedures and follow up mechanisns for
credit conponent, and c) excess of optim sm when planning
to intervene in 120 conmunities without sufficient time and
human resources.

Project objectives were partially achieved (70%i n
average). Project objectives were achieved as follows: Objective 2
(al rost 80% of nothers could identify synptons of dehydration due
to diarrheal diseases), bjective 3 (less than 60% of beneficiary
children imunized), bjective 4 (73.8% of target communities
served by credit conmponent), and Objective 5 (60.9% of nothers that
coul d recogni ze synptons of ARl).

The first and | ast objectives had to be eval uated by proxy
indicators. W can not fully conclude thatnutritional i npact
occurred, but we are highly confident of changes in nothers and
community know edge about health, nutrition and credit.

W reconmend continuing the activities inplenented by both
Dioceses. At the same tine, we encourage the authorities to
strengthen their relationships with counterparts, to optimze the
use of loans, and to continue the educational conponents related to
child survival and maternal health
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